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In parts of the world where diabetes is less common a substantial proportion of the daily carbohydrate and protein intake may come from leguminous seeds. In India lentils are eaten regularly as dahl together with other leguminous seeds-for example, chick peas-while the soya bean has been cultivated and used for millennia in south-east Asia, China, and Japan. In contrast, in contemporary Western diets wheat as bread, breakfast cereals, pasta, biscuits, pastry, cakes, etc provides the major proportion of the daily starch intake. Nevertheless, this has not always been so, and in the past legumes may have played a much more important part in the European diet, at one time being eaten regularly in Lent, and still being important dietary constituents in southern Italy10 and parts of Spain.
A change of diet making use of more leguminous "lentecarbohydrate" sources would allow higher carbohydrate diets to be eaten with relative exclusion of fat. Such changes would probably result in lower fasting serum cholesterol concentrations and smaller rises in postprandial blood glucose values. These changes might help to reduce morbidity and mortality from both diabetes and arterial disease towards levels seen in communities where more slow-release carbohydrates are eaten.
Our results therefore suggested that "slow release" or "lente carbohydrate" in leguminous seeds 
Introduction
For several years there has been a steady decline in the prevalence of cigarette smoking in men, but not in women.' Among women smokers there has been a steady increase in daily cigarette consumption, and women have also tended to start smoking at an increasingly early age. Recently there has been concern that they may be less successful than men in giving up smoking.2 Our understanding of the differences in smoking habits between men and women is incomplete. This is partly because some of the major surveys-for example, that of McKennell and Thomas3-have not focused sufficiently on the sex differences.
During a study of a representative sample of general practitioners' patients4 we found the prevalence of cigarette smoking to be 43%' in the men and 34% in the women (Russell et Daily consumption
Relation of daily cigarette consumption to some smoking habits in men (-) and women (o). X21 test: *p<005; **p<OOl; ***p<0 001.
Discussion
In some respects the smoking habits of women differ greatly from those of men, whereas in others they are closely similar. We suggest that men and women differ in those components of their smoking habits that are determined predominantly by social factors but are similar in components determined mainly by pharmacological factors. This hypothesis seems compatible with most of the data. There is little doubt that taking up smoking depends mainly on social factors.6 Thus men and women differ greatly in the prevalence of smoking.5 This difference, however, has narrowed substantially over the years as women smoking has become socially more acceptable. Indeed, in 1971 for the first time the prevalence of smoking among 16-year-old girls was the same as among boys (36% ). 7 Recruitment to smoking occurs mainly during youth, suggesting that social attitudes to it have more influence on young people. Elderly women, for example, may still largely be guided by the mores that prevailed when they were young and "susceptible,"6 so that it may be some time before the changes in attitudes become apparent in all age groups. The data for 16-year-olds, however, suggest that the prevalence of smoking among women will eventually reach or exceed that in men.
Other ways in which men and women differ noticeably are in the nature of the products smoked. Thus women hardly ever smoke cigars, very few of them use hand-rolled cigarettes, and they are less likely than men to use untipped cigarettes. There is 19 no evidence of a biological difference between the sexes in their reaction to the stronger and more irritant taste of these products, and the differences, like prevalence, are probably socially determined. This is supported by their strong relation to age. Social attitudes determining these differences may be formed to some extent by advertising. The greater use of cigars among the younger age groups of both sexes may, for example, reflect their greater sensitivity at the time their smoking habits were being formed to the heavy promotion of cigars on television since the ban, in 1965, on cigarette advertising. The fact that use of these products had no significant relation to cigarette consumption suggested that their use was not determined by pharmacological factors.
The variable that showed the most striking similarity between men and women was the regularity of smoking after controlling -for consumption. In this respect men and women were virtually identical. The regularity of smoking was strongly related to daily cigarette consumption, which suggests that it may be related to pharmacological factors or the degree of dependence, or both. The data suggest that a critical value is reached at about 20 cigarettes daily and that it is virtually inevitable that smoking then becomes a regular event, possibly because pharmacological factors then take over.
Inhalation was also strongly related to daily cigarette consumption, suggesting that it is determined pharmacologically. Among light smokers women are less likely to inhale, but once the critical level of about one packet a day is reached they inhale as much as men. This is the same critical level as for the virtual inevitability of regular smoking. If this is indeed the level at which pharmacological factors also take over as the main determinants of smoking the hypothesis that the smoking habits of men and women become similar at the point when pharmacological motivation predominates is supported. This explanation of the data on inhalation and the hypothesis would be supported by finding that blood nicotine concentrations in women are lower than in men in the case of light smokers but similar at a daily consumption of 20 or more. Such a study is being undertaken. Women who were light smokers, and therefore not pharmacologically motivated, inhaled less than men, possibly because of (a) a lower tolerance to strong irritants, (b) some unknown social factor affecting inhalation, or (c) a sex difference in validity of self-reported inhalation.
Though many smokers had tried mild cigarettes-(570% of men, 73% of women), few were actually smoking them (10%/ of men, 18% of women). Confidence in the ability to change permanently to mild cigarettes was strongly related to daily cigarette consumption, suggesting the action of pharmacological factors. The lack of a sex difference in this respect among heavier smokers is in keeping with the above hypothesis. Initially it may seem surprising that regular use of low-nicotine cigarettes was not related to daily consumption, but a tendency to increase consumption after switching to low-nicotine cigarettes may have masked such a relation.
Although no data on giving up smoking are presented here, this is another aspect in which sex differences are sometimes believed to occur. Cessation rates are often cited by referring to the simple percentage of ex-smokers in the population. This is misleading. A more realistic index of giving up is obtained by basing the proportion of ex-smokers only on those who have "ever smoked"-that is, current smokers and ex-smokers combinedl-and not on the whole population. For example, according to the Tobacco Research Council's data on the general population in 1974 the proportion of smokers who had stopped was 23°o and 2100 for men and women respectively, whereas the simple proportions of ex-smokers in the population were 16% and 11.50,0 respectively.' Thus it is apparent that cessation rates in men and women smokers in the population are similar when appropriate indices are used. Men and women may be similar in this respect because once the habit is established pharmacological factors predominate irrespective of the smoker's sex.
The validity of self-reported smoking habits is always suspect.
We have no reason, however, to suspect that there was any sex difference in this respect, so that our comparisons between men and women were unlikely to have been seriously affected by this source of error.
The fact that 32%0o of the men and 45%' of the women smokers thought that they could change permanently to a low-nicotine brand suggests real scope for health educationists in encouraging them to do so.
